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AMERICAN NEUROLOGICAL ASSOCIATION. 

Thirty-second Annual Meeting, Held at Boston, June 4 and 5, 1906. 

The President, Dr. Henry R. Stedman, in the Chair. 

(Continued from page 779, vol. 33.) 

Myopathy of the Distal Type and Its Relation to the Neural Form of 
Muscular Atrophy ( Charcot-Marie Tooth Type .)—By Dr. William G. 
Spiller. (See this journal, p. 14.) 

Dr. B. Sachs said it was some time since this question had been brought 
up before this association, and naturally one’s views undergo a change, yet 
he thought the change in views is not very great, and what changes there 
are can be very readily explained. First of all it is a question of adhering 
striotly to a type. He could never believe that all cases must present no 
variations from that type, however, they must in the main adhere to the 
form as laid down. 

Now as far as the case Dr. Spiller presented is concerned, there was 
involvement of face and shoulder muscles, and of course that is a case 
Charcot himself would not have included under that special type, but it 
seemed to Dr. Sachs a case of that type. This gradual atrophy of the 
entire limb is so characteristic that it cannot be mistaken for another 
disease. Dr. Sachs thought it was a form of the Charcot-Marie-Tooth 
type, but an unusual form of the disease. With our present-day views of 
the neurone it seemed to him that the way to look at all these progressive 
muscular atrophies is to regard them as due to disease of various parts 
of the secondary neurone. It matters not whether in some cases it is 
purely spinal, or whether in some cases it is purely peripheral, clinically it 
is important to maintain the well-established types. There is no doubt that 
there are some causes at work producing the affection of the secondary 
motor neurone with the muscular attachments. 

Dr. Gordon said Dr. Spider's paper shows how difficult it is to classify 
these cases. We see them very frequently in hospital work. 

As far as he could remember, in looking un the literature on the sub¬ 
ject the earlier writers mentioned that in addition to the partial atrophy 
there was almost always involvement of the muscles of the hands, and that 
it was very difficult to divide sharply the classical types of the disease. 
Take for example the question of reaction of degeneration. Quite fre¬ 
quently we find R. D. in cases which, according to the general symptoma¬ 
tology, should be placed among the myopathies. Moreover, not infrequently 
we see cases which present some symptoms of one group of amyotrophy and 
some symptoms of another group. 

Recently Raymond and Guillain published a paper in the Presse 
Medicate in which they called attention to an entirely new type of muscular 
atrophy, but close reading of the record shows elements of all types of 
muscular atrophy, so it is very difficult to define sometimes the cases of 
muscular atrophy. 

Dr. Spiller said he believed we can recognize this distal type when the 
atrophy is confined to the distal parts, but as soon as it extends into the 
upper part of the limbs it becomes much more difficult of recognition. We 
may then say that it is probably a case of the Gharcot-Marie type, but 
with the reservation that it may not be. Dr. Spiller was always doubtful 



4 8 


AMERICAN NEUROLOGICAL ASSOCIATION 


regarding the diagnosis in his case, because of the involvement of the 
upper portion of the limbs. . 

Peripheral Obliterating Arteritis as a Cause of Inplegia, Following 
Hemiplegia .—‘By Dr. C. \V. Burr and Dr. C. D. Camp. (See this journal, 

P lo'r. McCarthy thought this paper was something like Dr. Collins’ paper 
on arteriosclerosis. He called attention to this peculiar gait in his paper. 
Erb recently has been calling attention to exhaustion of the upper extremi¬ 
ties, not. limiting it to the lower extremities. Many of these cases of 
exhaustion of the lower extremities are senile types of paraplegia. 

The matter of arteriosclerosis of the extremities is one which should be 
Carefully looked into. In his own autopsy work he made it a point to 
examine the nerves. It is surprising to find arteriosclerosis in the peripheral 
muscles. A thing which must appeal to everyone is the fact that arterio¬ 
sclerosis is not a disease which affects the nervous system alone. 

Brain Tumor Symptom, Complex with Termination in Recovery .—By 
Dr. Herman H. Hoppe. (To be published in this journal.) 

Symptoms Follorving the Occlusion of the Posterior Inferior Cerebellar 
Artery .—By Dr. H. M. Thomas. 

Case I. Man, aged fifty-eight. In hospital for pleurisy with effusion, and 
cardiac disturbance. Sudden vertigo, pain in right side of face, tendency 
to fall towards right. Vomited. Attack followed by slight ptosis of right 
eye, right pupil smaller than left, no sweating on right side of face, tran¬ 
sient lateral nystagmus. Some difficulty in swallowing. Pain and tempera¬ 
ture perception disturbed on right side of face, left trunk and limbs. Ataxia 
of right arm. Fidgety movements of both legs. Some improvement in 
focal symptoms. Sudden death twelve days after onset. Autopsy. Throm¬ 
bosis of right vertebral and posterior inferior cerebellar artery. General 
arterial sclerosis, etc. Absence of marked microscopical lesions. Case II. 
Man, aged forty-eight. Recurrent attacks, during a month, of numbness 
in left side of face, vertigo, difficulty in speech, tendency to fall to left. 
Never recovered from last attack. Examination six days after the last 
attack. Vertigo from right to left, tendency to fall to left. Pupils prac¬ 
tically equal. Crossed dissociated sensory disturbance. Left face, right 
arm. body and leg. Paralysis of left vocal cords. Sweating on riglu side 
of face, not on left. Conjunctival, nasal and pharyngeal reflexes diminished 
on left side. Slight ataxia in left arm, more marked in left leg. Condition 
improved to a certain point and remained stationary nearly ,two years. 

The similarity of these cases is evident and the symptoms point squarely 
to a lesion of one side of the medulla. The author has collected about 
twenty-five cases in the literature in which the symptoms indicated a similar 
lesion, and in seven of these the autopsy showed a unilateral lesion in 
the dorsal aspect of the medulla. These are the cases of Dumenil, Leyden, 
Senator, van Oordt, Hun. Wallenberg and Babinski and Negeotte. The 
positions of the lesions in these cases corresponded for the most part 
accurately and involved more or less extensively the lateral part of the 
medulla dorsal to the olive and implicated the following important struc¬ 
tures : 

(1) The lateral part of the reticular formation. 

(2) The descending root of the V with its nucleus. 

(3) Gowers’ ventro-lateral ascending tract. 

(4) The direct cerebellar tract and other fibres which pass into the in¬ 
ferior cerebellar peduncle. 

The lesion in each case was a necrotic process and Wernicke (1881), 
w'ho made the anatomical examination of Senator’s cases, suggested that it 
was due to an occlusion of the posterior-inferior cerebellar artery. Wer¬ 
nicke directed special attention to this artery in 1895, when he reported 
his cases clinically, and again in 1901 when he was able at the autopsy to 
demonstrate the thrombosis of the artery as well as the area of necrosis in 
the medulla almost exactly as he had predicted it. Other writers usually 
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assume an occlusion of this artery, but none has demonstrated it. In the 
author’s first case, there was a thrombosis of the artery, but no softening 
was found in the medulla, due, probably, to the rich collateral circulation. 
The posterior-inferior cerebellar artery has been studied by Duret and 
Wallenberg. 

Mr. M. T. Burrows, of the Johns Hopkins Medical School, at Dr. 
Thomas’ suggestion, examined the museum preparations and made a care¬ 
ful injection of the artery, a drawing of which was shown. The anasto¬ 
mosis between it and the neighboring arteries is very free, but varies in 
different specimens. However, it appears that it very generally gives off 
to the lateral aspect of the medulla dorsal to the olive a number of little 
arteries which do not anastomose and are end arteries. This freedom of 
anastomosis explains why tihe area of necrosis is so limited after the oc¬ 
clusion of an artery with such a comparatively wide distribution, and indeed 
why it may not occur. 

The clinical picture in these cases is remarkably constant and sharp-cut. 
The onset is sudden without loss of consciousness, and is ushered in by 
intense vertigo, with nausea and vomiting and a tendency to fall to one 
side. There is usually pain or some other sensory phenomenon on the side 
of the face toward which the patient falls; that is, the side of the lesion in 
the medulla. There may be a difficulty of speech and an inability to 
swallow, troublesome singultus and profuse sweating. Transient double 
vision and weakness of the face on the side of the lesion are frequently 
recorded. Upon physical examination, the most distinctive changes are in 
relation to sensation. There is very generally a crossed or alternate 
sensory paresis involving the face on the side of the lesion and the contra¬ 
lateral body and limbs. The sensory loss in the great majority of cases is- 
to pain and temperature alone, although in four cases all the sense qualities, 
were involved. 

There is a marked tendency to fall toward the side of the lesion, and in 1 
most cases there has been a disturbance of co-ordination in the arm and 
leg on that side. The tongue is not generally affected, but the muscles of 
the soft palate and those used in the act of swallowing have been paralyzed 
in a number of cases. The muscles of mastication are normal and the 
facial muscles usually act well, although some slight asymmetry of the 
face has been noted. 

The condition of the eyes in some of the cases has been most interesting, 
and it was to this point that Dr. Thomas wished to call particular atten¬ 
tion. The pupil on the side of the lesion is smaller than its fellow, although 
it reacts equally well. There is a slight ptosis causing the narrowing of the 
visual aperture on the same side, and the retraction of the eyeball has also 
been observed; that is, the eye shows the condition characteristic of a 
paresis of the cervical sympathetic, as was pointed out by Hoffman, in his 
cases there was no abnormality in the secretion of sweat, and Hun’s case 
is the only one in which such an abnormality was noted, where there was 
an increase of the secretion on the side opposite to the lesion. In both of 
the author’s cases, there was a loss or a marked decrease in the secretion 
of sweat on the side of the lesion, and so completing the picture of paralysis 
of the cervical sympathetic. In his second, no abnormality of the eye was 
noted, but he thinks this may have been overlooked. In explanation of 
the symptoms, the crossed disassociated sensory disturbance is believed to 
be due to an involvement of the descending branch of the V and the tract 
of Gowers’, or tracts which ascend with it. The vertigo and tendency to 
fall to the side of the lesion is explained by an involvement of fibres which 
enter the cerebellum Dy its anterior peduncle, or perhaps by a more direct 
disturbance of the vestibular nerve. The ataxy of the homolateral arm 
and leg should be brought into relation to an interruption of tracts which 
enter the restiform body; the direct cerebellar tract and fibres from the 
nuclei of the dorsal column, and perhaps others, although one must think 
of the tracts which descend from the cerebellum to the cord on the same 
side. 



SO 


AMERICAN NEUROLOGICAL ASSOCIATION 


This paper in full will be published later. 

The After-Care Movement, with Special Reference to Organization to 
Help the Hospital Physicians .—By Dr. Adolf Meyer. (To be published 
in this journal.) 

Dr. 'Channing said he would like to endorse this work, and he hoped 
the public understands that it is important that it should stand behind it 
because it means so much to the people in every community. 

Dr. Tomlinson said it may be of interest to know that the State Con¬ 
ference of Charities in Minnesota last year began an organized effort to 
establish after-care of the insane. This is at present a purely philanthropic 
undertaking, and will necessarily have .to be for some time. They were 
trying to get physicians and philanthropic persons interested in the welfare 
of patients discharged from the hospitals, and are organizing and perfect¬ 
ing the machinery for carrying out this undertaking. The scheme, as out¬ 
lined at the last meeting of the State Conference, is substantially the same 
as that described by Dr. Meyer, but too short a time has elapsed for us to 
report results. 

Dr. Riggs said it is an experience common to all of us that after the 
patient's return home he finds great difficulty, as a rule, in adopting him¬ 
self to the new environment. The unstable brain responds only too readily 
to every disturbing influence of his surroundings, and it is a matter of 
months before it receives its final poise. 

The necessity for such aid as Dr. Meyer suggests for those convalescing 
from the psychoses has long been recognized by Dr. Riggs, and some six 
years ago he read a paper on this subject at the annual meeting of the 
Minnesota Association of Corrections and Charities at Faribault, advising 
essentially the same course. Nothing could be more unfortunate than that 
these persons should be thrown on the charity of the community, which is 
hostile toward them. 

Dr. Meyer said that the Manhattan Hospital has one paid agent, and 
also some voluntary helpers, who visit the environment of patients who 
have been discharged. As a rule the relations have been remarkably 
satisfactory. The agent and helpers have been welcomed by the families 
they have visited, and they have helped many unfortunates to be started 
properly by the community. 

Miss V. M. Clarke, Assistant Secretary of the State Charities Associa¬ 
tion, has forwarded some circulars. Unfortunately they did not get here 
for distribution at this session, but they will be distributed later. 

The Insane Commission of the St. Louis City Jail, an Experiment in 
Civic Medicine .—By Dr. Sidney I. Schwab. (To be published in this 
journal.) 

Dr. Channing thought this was a very admirable effort on the part of 
the gentlemen concerned. He would like to ask who employs them, and 
how many cases they have examined. He would also like to know how 
they can afford the time it must take to give such an examination as they 
art obliged to make. 

Dr. Schwab, in answer to Dr. Channing’s question, said they were not 
employed. Any judge has a right to say, “Will you come and help me 
with the mental question of this case?” He has the right to ask three 
physicians to examine an insane case and report. In the course of a year 
they had examined thirty or thirty-five cases. In some cases a long ex¬ 
amination was not needed. They were not obliged to examine them all at 
a certain time. The cases waited in jail until they could be examined. 
The court takes time to get around, so they had time enough. In St. 
Louis the city jail physician is also the city physician, and he has a right 
to ask them to examine a case, or the prosecuting attorney’s office would 
notify them. 

A Case of Double Consciousness, Amnesic Type .—By Dr. Edward B. 
Angell. The subject of the sketch, a frank, open-hearted Englishman, was 
married on Christmas last, and within a few days had disappeared from 
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home. Some ten days later a somewhat incoherent letter from him to his 
wife located him, and he was brought home in a dazed and somewhat con¬ 
fused state of mind. This mental condition so closely resembled hypnotic 
state that it suggested a means of treatment. Under hypnosis, easily in¬ 
duced, the suggestion was made that on awakening his mind would be clear. 
Such was the result, and gradually he became alert, clear-minded and able 
to discriminate between the unreal, dreamy states of consciousness and 
the real facts of normal existence. For a dreamer of dreams his altered 
personality disclosed him to be. The tale he told first differed materially 
from a later one, while both became radically changed when normal con¬ 
sciousness had become established. He had assumed a name under which 
he was married, different from his own, insisted upon a genealogy, which 
was fictitious, claimed a college education and a service in South Africa, 
which he had not experienced; in fact, much of his memory registration 
was absolutely wrong. Careful investigation disproved most of his ex¬ 
periences. His tales were but creatures of an unstable imagination. His 
consciousness, when in the abnormal state, so akin to hysteria, registered 
fact and fiction alike; no discrimination being made between objective fact 
and subjective image. Such is the condition of the hypnotic. There is a 
subjective, unconscious falsification of memory, a species of amnesia, for 
the real events of an uneventful existence and the gap is filled with 
visions, with real unrealities, with plausible impossibilities. If the facts 
of such dual existence could be proven much that has been accepted as 
actual occurrences during the dispossession of the ego would be found 
illusions. They are but shadows of reality, misty radiographs which 
rapidly fade from the mind when Richard is himself again. In the present 
instance the honesty of purpose and frankness of mind are unquestionable. 
Whatever be the nature of this disturbance of mind it is real not fictitious. 
Memory is unstable not character. 

A Case of Alteration of Personality. —By Dr. Richard Dewey. An 
alteration of consciousness of sixteen days’ duration in a girl of twenty- 
three, not amounting to double personality, being incomplete and of rudi¬ 
mentary form. The symptom-complex embracing a history of migraine, 
hysteria and an eroto-mania of homo-sexual character. The altered con¬ 
sciousness being preceded by an evolution of systematized delusions (or 
pseudo-systematized delusions invented by the patient). The altered per¬ 
sonality consisting in an assumption by the patient of the name and 
character of a person known to her and in authority over her. There being 
also a total change of handwriting during the sixteen days, the same being 
vertically upside down and horizontally reversed; i. e., running from right 
to left. 

A Case of Double Consciousness. —By Dr. Edward B. Angell. 

Ur. Gordon said in the April number of the American Journal of the 
Medical Sciences will be found an article by him on double ego that deals 
with a case mudh like the cases described to-day. It was a case of a young 
man above the average intelligence. It happened several times that the 
manager of the place where he worked would give him an order to do a 
certain thing and he would not obey, while in other circumstances he would 
do it at once. Sometimes he would raise his hand to strike his wife, while 
at other times he was known as a most loving husband. When reminded 
of it, he would be surprised. The amnesia was complete. At the present 
time the patient presents this peculiar condition. By a process of mental 
analysis 'he has arrived at the conclusion that probably he is composed of 
two beings. There is No. i and No. 2, and No. 2 is independent of No 1 
He gave a number of instances in which he heard No. 2 ordering him to do 
a certain act. 

Now the question is in all these cases: What is the nature of .the 
disease which is responsible for this peculiar condition? Dr. Gordon be¬ 
lieved the case which he reported to be one of epilepsv. Dr. Ane-ellh nw 
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he believed to be a case of epilepsy. The attacks of motor aphasia are very 
suggestive of epilepsy. Dr. Dewey’s case, it seemed to Dr. Gordon, is a 
clear case of hysteria. 

Dr. Angell said he appreciated the possibility of masked epilepsy as 
being the cause of this condition. However, careful investigation failed to 
reveal any indication of the motor symptoms of epilepsy, or even any 
symptoms suggestive of petit mal. 

On the Clinical Differentiation of the Various Forms of Ambulatory 
Automatism. By Dr. J. W. Courtney. (Read by title.) The psychologic 
distinction between the so-called epileptic fugues and the hysteric ambula¬ 
tory automatisms presents great difficulties. This paper is a brief dis¬ 
cussion of the psychopathology of these two 'types of phenomena and an 
exposition of the writer’s views upon the clinical symptoms which appear 
to mark the line of cleavage. 

Report of a Case of Huntington’s Chorea in which Four Members of 
the Family IVere Affected. —By Dr. E. D. Fisher. (Read by title.) Father 
first affected at forty-five. First son (who committed suicide) at thirty. 
Second son at thirty-five. Third son at thirty. 

Migraine and Hemianopsia. — By Dr. J. J. Thomas. (To be published 
in this journal.) 

Dr. Dana remembered distinctly the case of a woman thirty-three years 
of age who had migraine and hemianopsia, and after one of the attacks 
the hemianopsia continued. She came to his clinic and the headaches grew 
better, but the hemianopsia continued. They had her examined by an 
oculist, but examinations were negative. Dr. Dana believed with the 
doctor that persistent hemianopsia is extremely rare, but even in young 
people there is a permanent hemianopsia which shows no organic lesion. 

Four Cases of Landry’s Paralysis. —By Dr. J. W. Putnam. (Read by 
title.) Case I. Male, aged thirty-four. Suddenly and without pain or 
loss of consciousness paralyzed in the upper extremities. In forty-eight 
hours the trunk muscles and muscles of lower extremities were paralyzed. 
Case II. Child, aged five. Total paralysis of all voluntary muscles in 
forty-eight hours. Death in fifty-five hours. Case III. Girl, aged sixteen. 
Onset rapid; total paralysis in forty-eight hours. Death in five days. 
Case IV. Male, aged fifty. Total paralysis in forty-eight hours, including 
muscles of the throat. Recovery. In all cases the reflexes were absent. 
There was bladder and rectum control. Sensation normal. 

Peripheral Facial Diplegia and Palatal Involvement. —By Dr. George W. 
Jacoby. (Read by title. To be published in this journal.) 

A Family Form of Progressive Muscular Atrophy Beginning Late in 
Life. —By Dr. William Browning. (Read by title.) A series of five cases, 
three personally observed, in which the myelogenic form of atrophy began 
at about fifty years of age and ran a fatal course in about two years. 

A Study of the Sensory Symptoms of a Case of Pott’s Disease of the 
Cervical Spine. —By Dr. Frank R. Fry. (Read by title. To be published 
in this journal.) 

The Progression of the Sensory Symptoms in a Case of Pott’s Disease 
of the Spine. —By Dr. Frank R. Fry. (Read by title.) The pressure on 
the cervical cord in this case was entirely from the front and very sym¬ 
metrical and gradual, furnishing a good opportunity to study the relative 
times of appearance of the various motor and sensory phenomena. The 
paper is a partial record of these observations. 

Multiple Miliary Metastatic Carcinomatosis of the Cerebrospinal Men¬ 
inges. —By Dr. D. J. McCarthy. (Read by title.) A case of primary 
sarcoma of the liver with a secondary nodule in the pancreas; a local 
carcinoma in the lung, with cavity formation. Large numbers of small pin¬ 
head tumors scattered over the cerebral and spinal meninges. The lumbar 
spinal ganglia presented secondary carcinoma. There was also a small 
tumor on one of the dorsal roots. The gross appearance presented a pic¬ 
ture resembling certain types of syphilitic and tuberculous meningitis. The 
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clinical course of the disease was that of cerebrospinal syphilis. 

Traumatic, Hemilingual Atrophy. —By Dr. Smith Ely Jelliffe. (Read 
by title.) Hemiliugual atrophy, due to differing causes, is not unknown. 
Ascoli as late as 1894 gave a resume of 79 cases, since which time no less 
than 15 or 20 more have been reported. Atrophy from trauma, however, is 
much rarer, representing about fifteen per cent, of the entire number re¬ 
ported. The present case is one of considerable medico-legal interest, as it 
represents a hemilingual atrophy in a perfectly sound man following an acci¬ 
dent. X-rav examination of the cervical vertebrae reveals a partial disloca¬ 
tion in the upper vertebra: with fracture of the spinous process of the third. 
The case is interesting as one of hemilingual atrophy associated with a 
lesion of the hypoglossal nerve at or about its exit at the anterior condyloid 
foramen. Instances of at least five or six similar cases are reported. 

Stereoscopic Radiographs of the Skull. —By Dr. Edward B. Angell. 
(Read bv title.) A suggestion in X-ray study of the brain. 

Syphilis and Disseminated Sclerosis. —By Dr. B. Sachs. (Read by 
title.) 

A Contribution to the Pathology of Refrigeration Facial Palsy ( Bell's 
Palsy.) —By Dr. L. Pierce Clark. (Read by title.) The author has studied 
two cases of this type. Dr. Taylor performed the operation of facio-hypog- 
lossal anastomosis for the relief of the condition. 

Case I. was typical, complete refrigeration palsy of the right side in a 
woman aged 45. No family or personal history of rheumatism or syphilis. 
Reaction of degeneration complete. Anastomosis performed at end of 
four months. Piece of nerve excised for microscopical study showed in¬ 
complete degeneration, with slight evidences of reparative process. 

Case II. was also typical and complete in 1 woman aged 42, without 
history of rheumatism, etc., but was of twelve years standing. There had 
been no attempt at regeneration, and there was complete atrophy of the 
muscles involved above the angle of the mouth, while below the latter 
the muscles were partly atrophied and contractured. The miscroscopic 
findings comprised complete degeneration of nerve fibers, without any 
attempt of regeneration. As far as is known, but three similar cases have 
been studied microscopically. Minkowski’s case was believed by him to be 
one of Bell’s refrigeration type, but the changes reported indicate chronic 
inflammation rather than primary degeneration. The case of Dejerine and 
Theohari was clearly one of infectious neuritis in a cancerous patient dead 
of pneumonia. Finally, Alexander's case was practically a duplicate of 
the preceding. It thus appears that these three cases differ only in degree 
and origin from the six recorded cases of neuritis, secondary to mastoiditis, 
the latter being much more severe and extensive. 

The two cases of the author, probably the first to be studied micro¬ 
scopically, represent a purely refrigerative process; the action of cold as 
a trauma upon a nerve enclosed in rigid bony walls. The congestion 
arising from the cold brings about a secondary compression of all the 
nerve structures in the bony canals, and more or less primary degeneration 
in the periphery of the nerve is the consequence. 

Circumscribed Hemorrhagic Cortical Encephalitis, with the Report of a 
Case in Which the Lesion Was Limited to the Motor Zone, the Chief 
Clinical Manifestation Being Jacksonian Epilepsy. —By Dr. Charles K. 
Mills. (Read by title.) Circumscribed cortical encephalitis studied clini¬ 
cally and its existence demonstrated by necropsy and microscopical examin¬ 
ation, while not unique, is still so rare as to give value to the report of a 
new case. The patient was an aged woman, who, during a few days before 
her death, had a number of attacks of Jacksonian epilepsy of the arm-face 
type, consciousness being retained. She was paretic in the arm and face. 
No impairment of sensation was present. Necropsy and microscopical ex¬ 
amination showed an area of hemorrhagic polio-encephalitis circumscribed 
to the cortex of the arm and face areas in front of the central fissure. 
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Lesions elsewhere in the brain were responsible for other symptoms than, 
the Jacksonian spasm, and monoplegias. 

The deduction of Strumpell that certain of the infantile palsies of 
children were due to a circumscribed cerebral polio-encephalitis comparable 
to the poliomyelitis causing the well-known form of spinal infantile par¬ 
alysis has been corroborated in a very few recorded cases with necropsy. A 
summary of the historv and literature of the subject is given. 

Two Cases of Shinal Cord Surgery. —By Dr. W. C. Krauss. (Read by 
title.) (i) 'Cyst of the spinal cord; operation, removal, incomplete re¬ 
covery. (2) Compression of the spinal cord due to injury; operation; re¬ 
turn of tendon reflexes. Incomplete recovery. 

Herpetic Inflammation of the Geniculate Ganglion. —By Dr. J. Ramsay 
Hunt. (To be published in this journal.) 

Dr. Dana said he had heard Dr. Hunt discuss these points before, and 
was familiar with the facts that he was to present, and he simply rose to 
express his conviction that Dr. Hunt had made out a clinical entity. The 
syndrome there is no question of, and the clinical type is almost absolutely 
established. 

He thought we could not quite do away with the ideas of the anatomists 
who still look upon the geniculate ganglion as concerned with taste. 

Dr. Mills said that Dr. Hunt’s paper .was one of the most valuable fchajt 
had been presented at this meeting, and we shall look hereafter with 
interest for reports of cases of Hunt’s disease. 

Functional Simulation of Sensory Jacksonian Equivalent. —By Dr. 
Howell T. Pershing. (Read by title.) Paroxysms of sensation like that 
of faradic current beginning in left great toe and passing in regular order 
to the groin; in later paroxysms extending to left side of trunk; still later 
to shoulder, elbow and hand; then to lower face, causing metallic taste; 
finally to upper face. Sensation followed by tonic rigidity of corresponding 
muscles ending in closure of left eye. No clonic spasm. Right side never 
affected. Consciousness never impaired. Attacks many times daily for 
nine years. Under observation four years. Diagnosis of functional disease. 
Reasons. 

Spastic Paraplegia Complicated with Pregnancy. —By Dr. John Punton. 
(Read by title.) Etiology. Report of a case with differential diagnosis. 
Post-mortem findings. 

Report of an Extraordinary Case of Hysterical Mutism. —Dr. John K. 
Mitchell. (Read by title. To be published in this journal.) 

Report of a Case of Brain Tumor with Autopsy. —By Dr. William M. 
Leszynsky. (Read by title.) The patient was a man of twenty-five years 
of age, who received a blow over the right temporal region two years be¬ 
fore admission to the hospital. The symptoms were paroxysmal headache, 
vomiting, bilateral papillitis with blindness, anosmia, diminished hearing, 
and irritative symptoms affecting the right trigeminus. The motor tract 
was not involved. A large tumor (endothelioma) was found compressing 
the right temporal lobe. 

Symptoms Simulating Brain Tumor Due to the Obliteration of the 
Longitudinal, Lateral and Occipital Sinuses. A Clinical Case. —By Dr. C. 
Eugene Riggs. (To be published in this journal.) 

A Case of Anemia, with Peculiar Changes in the Nervous System .— 
By Dr. Charles S. Potts. (Read by title.) The patient was a man of fifty- 
nine. Nothing of note in the family or previous history. Ill seven years. 
Vertigo, general weakness, dyspnea, and pains through the body. Marked 
pallor of the skin and mucous membranes. Characteristic blood changes 
of pernicious anemia. Marked weakness of both legs, the right weaker 
than the left. Knee jerks and Achilles jerks increased on both sides. 
Babinski reflex present in the right; doubtful in the left. Death five days 
after admission to the hospital. In the spinal cord and cortex of the brain 
numerous minute cavities, not causing secondary degeneration and probably 
representing pathological changes. This form of degeneration without any 
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neurogliac proliferation unusual in anemic cords. Another unusual finding 
in anemic cords was degenerative changes in the cells of the anterior horns. 

On Pathogenesis of Reflexes Apropos of a Case of Meningeal Tuber¬ 
culoma of the Spinal Cord. —By Dr. Alfred Gordon. Colored girl of 
eighteen. Noticed six months prior to her admission to Philadelphia Hos¬ 
pital a weakness in the right arm. Two weeks later weakness appeared in 
the left arm and shoulder. A month later the lower extremities became 
weak. Loss of control of bladder and rectum accompanied the complete 
paralysis of the extremities. The paralysis was flaccid from beginning to 
the end. The patellar reflexes were abolished. No ankle clonus,_ no 
Babinski. There were multiple bedsores. At no time patient complained 
of pain. Typical signs of tubercular lungs were present. Post-mortem 
record shows: Tuberculosis of lungs and pleura. On the right side of 
the seventh cervical vertebra there is a tuberculous mass. A similar mass 
is found in the spinal canal, and on the antero-lateral surface of the dura 
between the fifth cervical to the second thoracic vertebrae. The dura was 
much thickened. Microscopical examination shows great destruction of 
the cord between the lower cervical and upper dorsal segments. Above 
this level degeneration affects the posterior columns, direct cerebellar 
and Gowers’ tracts, as far as the first cervical segment. The lower dorsal 
and lumbar segments show degeneration in the crossed pyramidal tracts. 
The most interesting changes are found in the meninges; viz., a very 
pronounced tuberculous pachymeningitis invading both surfaces of the 
dura, the roots, the pia-araehnoid, and in some places also the tissue of 
the cord. Besides many interesting points concerning the absence of pain, 
the localization of the tumor, the extension of the pathological process, the 
details of microscopical findings, the present case is important from the 
standpoint of reflexes. According to some neurologists the lumbar cord 
possesses an autonomous center, so that the patellar reflexes must have 
for its existence the integrity of the lumbar cord. If this is suddenly 
severed by a section of cervical or thoracic segments the patellar reflex will 
disappear immediately after the shock, but will be re-established later, to¬ 
gether with spasticity. According to others, not only the integrity of the 
lumbar cord, but also of certain cerebral centers is indispensable for ob¬ 
taining a patellar reflex, so that a permanent flaccid palsy, with loss of 
patellar reflex, may ensue after a complete severance of the spinal cord. 
In cases with slow and progressive transverse destruction of the segment 
of the cord spastic paralysis exists from beginning to end. Raymond 
{Rev. Neurol., 1902) and Senator {Dent. Ztschr. f. Klin. Med.. 1897) re¬ 
port cases of psammoma which produced complete destruction of a cervical 
segment and spastic paralysis existed during the entire course of the 
affection. In the present case flaccidity existed from the beginning. The 
duration of the affection was six months, a sufficient time for a descending 
lesion to produce a spastic paralysis either by suppressing the inhibitory 
influence of the brain or by stimulating the cells of the anterior cornua. 
Assuming the existence of an autonomous center in the lumbar cord, which 
in this case was totally severed from the encephalon, why did spasticity 
not develop? Is not this case an illustration of the dependency of the cord 
center upon cerebral centers? We must conclude that the reflex mechanism 
has multiple relations and the analysis of the accumulated observations 
tends more and more to show that the exclusivism of Charcot and 
Vulpian on one hand, of Bastian. Crooq, Collier and Buzzard on the 
other, cannot be accepted, but that Grasset’s views are more in conformity 
with facts; namely, that spinal, basal and cortical regions contain centers 
for both reflexes and tonicity. 



